Introduction
Infants are considered difficult candidates for transplantation due to a multitude of factors. Hence, many renal transplant units delay renal transplantation until the child reaches a reasonable size (10 kg) 1 and keep the child on dialysis until then. However, in Sri Lanka, due to lack of paediatric dialysis facilities, we are compelled to transplant children early. According to our knowledge this is the smallest child to undergo a successful renal transplant in the South Asian Region.
Case report
A one year and nine month old boy presented with severe pallor, acidotic breathing and oliguria. On admission, the serum creatinine was 467µmol/L and the ultrasound scan revealed small echogenic kidneys. Peritoneal dialysis was commenced with an acute peritoneal dialysis catheter. This needed to be changed 4 times during the subsequent two months while preparing for transplantation and investigating the prospective donor. ___________________________________________ 1 
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The transplant surgery was a challenge due to the small size of the child. The lower end of the aorta and the inferior vena cava were the vessels to which renal artery and vein were anastomosed respectively. Basiliximab was included into his immunosuppressant therapy as his panel reactive antibodies were positive. With meticulous fluid management, the central venous pressure during surgery and afterwards was maintained around 12-15 cm water. Transplanted kidney started to produce urine two hours after implanting, with the support of intravenous frusemide.
His immediate post-transplant period was complicated with a right sided segmental lung collapse and left sided pneumothorax leading to respiratory acidosis. He was extubated 48 hours post transplantation. Subsequently child made a rapid recovery and was discharged 2 weeks after surgery. His serum creatinine on discharge was 45µmol/L.
Discussion
Renal transplantation (RTx) is an accepted mode of therapy in infants with severe renal failure. Infants form a minor group in paediatric RTx programmes. Incidence of children needing renal replacement therapy before 2 years of age is low (7-8 per million age-related population) 2 . The major indications are structural abnormalities of the urinary tract, congenital nephrotic syndrome, polycystic disease, and neonatal kidney injury 3 . In our case, child had the congenital dysplasia/hypoplasia of the kidneys.
Active treatment of infants before RTx is important to ensure optimal growth and development and to avoid complications that could lead to permanent neurological defects. Nutritional therapy, adequate calcium and vitamin D supplementation, phosphate binding medication, correction of anaemia, as well as management of hypertension and proteinuria are required to prevent the progression of renal failure.
Peritoneal dialysis (PD) is mostly used for end stage renal failure management before RTx 4 and haemodialysis (HD) is reserved for those with problems in PD. In our case the only option was to start with PD as haemodialysis facilities for infants were not established at that time in Sri Lanka. Therefore, the only option available in a less favourable environment is to arrange early renal transplantation. Even though many renal transplant units delay renal transplantation until the child reaches a reasonable size (10 kg), infants who are at least 6 months of age and weigh 6 kg can be transplanted successfully with adult kidneys 5 .
Children on PD have even more capacious abdomens; in this situation adult kidneys have been transplanted into children weighing as little as 5.4 kg 6 . Earlier reports of renal transplants in infants were discouraging. The most common cause of early graft failure in young recipients is graft thrombosis. In the original reports on infant RTx, frequencies up to 30% were reported, but recently the incidence of thrombosis has been 2-10% in infants 7 . It is desirable to maintain a central venous pressure above 10 cm water prior to unclamping and the mean arterial pressure at more than 60 mm Hg 7, 8 . After the operation, attention to the intravascular volume and electrolyte and acid-base stability is essential to ensure good renal function. Additional fluid infusions may be given if urine output drops. Systolic blood pressure values of 100-120 mm Hg are, however, allowed in this early phase.
The overall outcome of infant RTx has dramatically improved such that several registry data and singlecentre reports show 10-year patient and graft survivals of over 90% and 80%, respectively 8 . The infant's age per se should not play a significant part in the transplantation decision-making process. This case demonstrates that renal transplantation in very small children is feasible and should be considered when indicated even in a resource poor setup since they are remarkably robust in their capacity for healing and growth. We believe the best chance an infant with end stage renal disease has for achieving normal development and a normal lifestyle is a successful transplant.
